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S U M M A R Y
To date, Streptococcus bovis endocarditis complicated by a superior mesenteric artery mycotic aneurysm
and systemic septic emboli in a patient with colon diverticulitis has never been reported. A 46-year-old
man, with a history of colon diverticulitis identiﬁed by diagnostic colon ﬁberscope and with
hypertension, presented with a 14-day history of intermittent fever. An echocardiogram revealed severe
mitral regurgitation with two large ﬂoating vegetations attached to both mitral leaﬂets. A blood culture
grew S. bovis. Abdominal pain and left leg weakness developed 10 days after admission. Computerized
tomography identiﬁed a 5  3 cm mycotic aneurysm, and angiography revealed a saccular aneurysm at
the distal branch of the superior mesenteric artery. A duplex study revealed an intravascular mass at the
left femoral artery bifurcation. The patient accordingly underwent surgical resection of the mycotic
aneurysm, removal of the mycotic thrombi, and mitral valve replacement. The patient’s recovery was
unremarkable.
 2010 International Society for Infectious Diseases. Published by Elsevier Ltd. All rights reserved.
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Current guidelines do not recommend endocarditis prophylaxis
prior to diagnostic colon ﬁberscope examination in patients with
no history of pre-existing valvular heart disease.1 Streptococcus
bovis endocarditis is commonly associated with colonic malignan-
cy.2,3 We describe here a patient with colon diverticulitis who
developed Streptococcus bovis endocarditis of the mitral valve
complicated by a superior mesenteric artery mycotic aneurysm
and systemic septic emboli after a diagnostic colon ﬁberscope
examination.
2. Case report
A 46-year-old man, with a history of hypertension and without
a history of pre-existing valvular heart disease, presented with a
14-day history of intermittent fever. He had been diagnosed with
colon diverticulitis via diagnostic colon ﬁberscope 17 days before* Corresponding author. Tel.: +886 7 731 7123x8300; fax: +886 7 732 2402.
E-mail address: chenmien@ms76.hinet.net (M.-C. Chen).
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the colon diverticulitis and had not received endocarditis
prophylaxis prior to diagnostic colon ﬁberscope examination as
there was no history of pre-existing valvular heart disease and
according to current guidelines the administration of antibiotics
solely to prevent endocarditis was not recommended for this
patient.1 Physical examination revealed fever and a grade 3/6
holosystolic heart murmur at the cardiac apex, although physical
examination failed to reveal clubbing ﬁnger, an Osler’s node, or a
Janeway lesion. An echocardiogram revealed severe mitral
regurgitation with ﬂoating vegetations attached to both mitral
leaﬂets (one vegetation of >2 cm2 over the anterior mitral leaﬂet,
the other vegetation of approximately 1 cm2 over the posterior
leaﬂet). A blood culture grew S. bovis. The patient received
penicillin treatment with subsequent improvement. However,
vague peri-umbilical pain and left leg weakness developed 10 days
after admission. Computerized tomography identiﬁed a 5  3 cm
mycotic aneurysm, and angiography revealed a saccular aneurysm
at the distal branch of the superior mesenteric artery (Figure 1). A
duplex study revealed an intravascular mass at the left femoral
artery bifurcation. Accordingly, the patient underwent surgical
resection of the mycotic aneurysm, removal of the mycoticses. Published by Elsevier Ltd. All rights reserved.
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Figure 1. Superior mesenteric artery angiography revealed a saccular aneurysm
(arrow) at the distal major branch of the superior mesenteric artery.[(Figure_2)TD$FIG]
Figure 2. The excised left femoral arterial septic emboli (left: thrombus
5.5  0.4 cm; right: vegetation 1.5  0.8 cm).
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tissue valve. Histological examination of the mitral valve revealed
acute and chronic inﬂammatory cell inﬁltration, ﬁbromyxoid
change, and focal calciﬁcation in the valvular tissue. Histological
examination of the aneurysm revealed severe inﬁltration of
inﬂammatory cells, such as neutrophils, and a proliferation of
granulation tissue in the arterial wall. The patient’s recovery was
unremarkable.
3. Discussion
Streptococcus bovis endocarditis is commonly associated with
colonic malignancy.2,3 S. bovis endocarditis complicated by asuperior mesenteric artery mycotic aneurysm and systemic
septic emboli in a patient with colon diverticulitis has never
been reported. To the best of our knowledge, this is the
ﬁrst reported case of infective endocarditis of the mitral valve
caused by S. bovis complicated by a superior mesenteric artery
mycotic aneurysm and a left femoral artery septic embolus in a
patient with colon diverticulitis and without prior cardiac valve
disease.
Mycotic aneurysm is a serious pathologic entity with a
mortality of up to 67%,4 which most commonly originates from
septic embolization, and is classiﬁed as either primary (direct
extension from a contiguous infective focus) or secondary (a septic
embolization that lodges in the vasa vasorum of the target
arteries). Staphylococcus and Streptococcus species are the most
common causative pathogens. Accurate and immediate diagnosis
is critical because mycotic aneurysms will compromise blood
supply to the distal organs due to embolization, or rupture
suddenly. Emergent surgery is required if the diagnosis is made,
because the mortality can be as high as 96% after medical therapy
alone.5 Mycotic aneurysms may occur in any part of the body. In
one series, 31% of mycotic aneurysmswere in the abdominal aorta,
38% in the femoral artery, 8% in the superior mesenteric artery, 5%
in the carotid artery, 6% in the iliac artery, and 7% in the brachial
artery.6
In this particular case, an echocardiogram revealed severe
mitral regurgitationwith two large oscillating vegetations over the
mitral leaﬂets. Oscillating vegetations larger than 10 mm have
been reported to increase the risk of embolization.7 Accordingly,
physicians should be aware of the risk of systemic embolization in
the presence of large oscillating vegetations on the mitral leaﬂets
in order to prevent this catastrophic event, and should have
complicated S. bovis endocarditis as a differential diagnosis in
febrile patients with colon diverticulitis, even without colonic
malignancy.
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